In 2007, a series of articles was published in the Lancet advocating the use of global standards and internationally translatable interventions to narrow the gap between mental health treatment in low-and middle-income countries (LMICs) and high-income countries [1] [2] [3] [4] . The ethics of the articles' recommendations and of the resultant resource mobilization has since faced criticism, particularly from experts in cultural psychiatry who argue that these articles' universalist approach to diagnosis and treatment overlooks the social and cultural context of mental health. Not only do these debates matter to the practice of global mental health, but they are important to education, particularly with the spread of training programs focused on this area [5] . In this paper, we review the arguments for and critiques of current approaches to global mental health. We then suggest, using an illustrative case, how the framework of Structural Competency [6] might be applied to improve global mental health training and bring important perspectives to mental health care in LMICs.
One approach to global mental health service delivery and education is embodied by the Movement for Global Mental Health (MGMH), which is a coalition launched in concert with a 2007 Lancet series on Global Mental Health. The MGMH is based on a few principal approaches including linking mental health care in LMICs to existing development goals and generally viewing the mental health care of those in LMICs within a biomedical model [1, 7, 8] . The focus of those involved in the MGMH has primarily been practical, devoted to modifying existing service-delivery approaches in order to "right [the] historical wrong" of inadequate access to mental health services in LMICs [9] . MGHM has introduced concepts such as a "treatment gap" to highlight a significant gap between those meeting psychiatric criteria for a mental illness and those actually receiving treatment [1] , "task shifting"-the practice of shifting aspects of care from physicians to lay health workers, -and "scaling up,"-finding strategies to bring evidence-based treatment to a large portion of the population [1-4, 10, 11] .
Prior to the launch of the MGMH, academic attention to the mental health of those in non-Western societies, the majority of which are (or exist within) LMICs, largely fell under the purview of cultural psychiatry [9] . This field has approached the issue of mental health concerns in non-Western societies from an anthropological perspective, with a focus on understanding local idioms of distress and treatment approaches [12] ; its members are among the MGHM's most frequent critics, arguing that all psychiatric knowledge is culturespecific [13] and that applying treatment paradigms developed in the West to non-Western settings without a deep understanding of the local culture risks misattributing to mental illness a range of other types of experiences. On a practical level, they argue, this could reduce the availability of traditional and historical methods for alleviating suffering to those in distress, possibly worsening, rather than improving, emotional and mental wellbeing [13, 14] .
Though both MGMH and cultural psychiatry acknowledge the importance of considering social determinants of health as they relate to mental health conditions, critics of MGMH have noted the movement's limited engagement in dialogue related to race, economic instability, war, or power structures within or between LMICs [9, 13, 15] . Though the lens of cultural psychiatry allows for social and political context in examining mental health difficulties in LMICs, it too does not offer an approach to addressing political forces affecting mental health. Both cultural psychiatry and the MGMH consider the social determinants of health, but have traditionally looked at determinants such as income and literacy without attending to greater political and economic processes that lead to disparate incomes and literacy rates [16, 17] . China Mills, in her book Decolonizing Global Mental Health, calls this the "psychiatrization of economic suffering" [18] . As Derek Summerfield writes, through this process, distress "is relocated from socio-political space, a public and collective problem, to mental space, a private and individual problem" [19] . Participants in a workshop examining the future directions for global mental health training reported that addressing the social and political determinants of health was an unmet need in global mental health training [20] . At the moment, neither MGHM nor cultural psychiatry has developed a clear framework to help learners approach the larger socio-political structures affecting the mental health of people in LMICs. We suggest that structural competency could be an option to fill this gap.
Structural Competency-a Brief Introduction
The term structural competency refers to a set of knowledge and skills that equip medical professionals to identify and act on the social and political arrangements that create systemic inequalities in health [6] . The "structures" in structural competency are social and institutional systems, as well as the public policies and embedded hierarchies that fund and govern such systems. These structures dictate the terms by which groups of people-whether defined by race, gender, sexuality, immigration status, religion, or any other characteristiceither exercise or lack power, gain access to resources, perceive fairness or suffer injustice. In a structural competency framework, these are the terms that influence how individuals and communities experience health or illness.
Metzl and Hansen (2014) suggest five core competencies that collectively make up structural competency for clinical practitioners. They include "recognizing the structures that shape clinical interactions," "developing an extra-clinical language of structure," "rearticulating 'cultural' presentations in structural terms," "observing and imagining structural intervention," and "developing structural humility" [6] . Practically, these competencies guide health providers in how to address the structures that shape the health of populations, how to think critically about the limitations such structures impose upon our clinical treatments, and how to engage in altering these structures directly. Similar to critics of MGMH, advocates of structural competency argue that failing to consider the socio-political context in which patients live misses a vital piece of the mental health of people in LMICs.
Illustrative Case Study and Discussion
Clinical Case "Mrs. K" is a 19-year-old, lower caste, married woman from rural Nepal far from the center of power in Kathmandu. She presented to a local public hospital with generalized body weakness, fainting spells, and stomach pains. Due to limited transportation options, her family had to carry her for nearly half of the 2-day journey to the hospital. On initial evaluation, she is nonresponsive, and occasionally groans with her eyes closed. She does not follow commands, and grimaces to non-localized pain. Other than mild tachycardia, her vital signs and the physical exam are unremarkable. The primary care provider refers her to the emergency room for observation, and orders intravenous fluids and basic labs to rule out anemia and infection. The primary care provider, during a recent series of lectures hosted by a visiting GMH fellow, learned that mental illness in Nepal can present as physical symptoms, and as such considers whether Mrs. K's presentation could have a psychiatric cause.
Fortunately, as part of expanding access to mental health services, the public hospital recently hired a psychosocial counsellor in their outpatient department. This counsellor's work was supplemented by that of a visiting psychiatrist, as there was no full-time psychiatrist in the area. Mrs. K was referred to this counsellor who was able to elicit more history from Mrs. K.'s family. As a result of persistently poor economic options in the region in which Mrs. K lives, her husband had to leave a month prior to find work in India, leaving Mrs. K with their 9-month-old son; he will likely return in six months. Initially, the psychosocial counsellor did not see a psychiatric reason for Mrs. K's presentation, but agreed to see Mrs. K individually just in case.
Mrs. K's labs results were normal and she received one liter of normal saline. After a night spent in observation, she was no longer in acute distress and was referred to the psychosocial counsellor for re-evaluation. Interviewed alone, Mrs. K provided more history about her family: her mother died about a year ago in a road accident, and her father left for India when she was very young. Mrs. K also gradually provided a history of both witnessing domestic violence as a child and experiencing domestic violence from her husband. She denied suicidal ideation, or any symptoms of psychosis. However, she was not very engaged with interview, and quite guarded. After hearing more of Mrs. K's story, the counsellor felt she might have both depression and conversion disorder. The psychosocial counsellor had received training in addressing both conditions from a culturally appropriate psychotherapeutic approach and could provide care for free in the outpatient department rather than requiring Mrs. K to travel to Kathmandu. Given this diagnosis by the psychosocial counsellor, the primary care provider provided fluoxetine.
Despite both being of the same cultural background as Mrs. K and following evidence-based guidelines for the treatment of depression and conversion disorder, Mrs. K continued to experience symptoms including dizziness and "a feeling like my body was not my own." After psychoeducation was provided to Mrs. K and her family about mental illness, Mrs. K started to improve.
The psychosocial counsellor was left puzzled by this case. She was happy that Mrs. K improved, but wondered whether there was more that she could have done. As a result of Mrs. K's case, the psychosocial counsellor and others in the hospital developed an intervention to provide more support for women such as Mrs. K who, as a result of being poor women in rural settings, have a lack of access to economic resources which prevents their ability to leave situations of domestic violence. The Women's Groups implemented in rural Nepal allowed women to meet and discuss their lives and to explore possible economic opportunities for themselves.
Case Discussion
The case above highlights a number of determinants of health, including poor access to healthcare, domestic violence, varying cultural models of illness, and poverty. Contributions from MGMH and cultural psychiatry were important in addressing some of these determinants. For example, to address poor access to resources, Mrs. K was provided with mental health care using a task-shifting model. Lessons from cultural psychiatry led to the treatment being delivered by providers who shared Mrs. K's culture, an understanding of how domestic violence contributed to her current presentation, and the identification of a somatic presentation of mental distress, though cultural psychiatrists may still argue that using diagnoses based in the DSM5 is intrinsically problematic. We also highlight how some aspects of Mrs. K's care were not addressed by either the MGMH or cultural psychiatry, particularly the issues of migratory labor and the lack of access to economic resources; in the last paragraph, we highlight how thinking structurally about mental health problems in LMICs resulted in an intervention that providers may not historically have considered as related to health (the development of Women's Groups), one that may ultimately have a durable impact on women's ability not only to support each other emotionally, but through cooperative efforts, economically as well.
We note here that this client has a history of experiencing domestic violence. A program that considers this problem from a structural perspective may attend to the situation of women in Nepal who, until recently, were not legally able to own property and who often are entirely financially dependent on the men in their lives. A structural competency approach would differ from a cultural psychiatry approach in not only noting that mental distress may be a patient's individual response to living in a situation to which there is no feasible route of escape, but would also offer tools to understand and address the causes of domestic violence. For example, training using a structural competency framework could focus on the need for mental health providers in Nepal to explicitly examine how a lack of legal and social protections for women affect their mental and physical health and consider the development of domestic violence programs to serve women such as Mrs. K. This client and her family also come from a region of Nepal located far from the center of power in the capital. A long history of neglect of this region has resulted in few economic opportunities and a need for male members of the household to depend on seasonal migration for work, placing immense stress on those men while leaving women to be responsible for maintaining not only the household, but care of the land and farm. Furthermore, the lower-caste background of this patient means that she and her family have faced a lengthy history of discrimination that has until recently been codified Nepalese law. While approaches from MGMH might pragmatically address this by increasing access to resources in underserved regions, and cultural psychiatrists might (justifiably) ask whether distress in this setting should even be called mental illness, neither offer an obvious framework to think about nor address these forces at a political level. Structural interventions meanwhile might include primary care providers engaging in efforts related to address the neglect of this region; such activities could include advocacy focusing on the need for better transportation, improved economic opportunities, and greater services for women whose husbands have had to migrate for work.
What Next? The Use of Structural Competency in Global Mental Health Training
While many have criticized global mental health training for failing to address structural concerns, to our knowledge, there has not been a clear model for training practitioners in global mental health to address systematic inequalities and other structural issues. Such an approach can be tailored to trainees with varying degrees of interest in global mental health, from fellowships, to specific training tracks, to considerations for trainees who may only do brief experiences in LMICs. The experience of Kronfol et al. (2016) developing a Global Mental Health track for psychiatry residents at Cornell University suggests that there is an appetite for curricula addressing political structures within global mental health training and that such training is feasible [21] . The new Global Mental Health Fellowship at UCSF features structural determinants of mental health as one of its primary educational domains, within which are included series of competencies closely reflecting the structural competency framework [22] . Including global mental health as a topic in training programs that teach psychiatric residents to intervene on structural determinants of mental health locally can provide education for trainees who might be doing single opportunities in LMICs. These approaches use didactic and experiential teaching informed by the social sciences, hands-on legislative and community advocacy, and immersion and observation in community, jail, and prison settings and can be adapted to include global mental health issues [23] [24] [25] . We suggest that a structural approach can underlie various curricula as a synthesizing force, opening additional avenues for approaching the complexities of mental health care for people in LMICs for multiple kinds of trainees at multiple levels of training.
If addressing structural determinants of mental health in global settings sounds like a big task, it is. The concept of cultural humility-which asks clinicians for curiosity regarding the cultural context of their patients, and to collaborate with patients to draw on patients' self knowledge, thereby levelling power inequalities between clinicians and patients-has been deployed out of recognition that the model of an omniscient clinician unilaterally exercising knowledge has the potential to reinforce inequalities. Similarly, structural humility calls on clinicians to collaborate with, and recognize the expertise of, community organizations and professionals in other disciplines, while acknowledging the reality that structural change requires patience. Humility is particularly relevant to global mental health; it is difficult to fully grasp the social, political, and economic landscape of another region. Global mental health work, and therefore global mental health training, must recognize the complex forces at work in a place, seek the expertise of those with deep experiential knowledge of the community, and collaborate with them in structural interventions.
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